Exclusive breastfeeding (EBF) which is one of the major remedies to infant and child mortality, is largely underutilised especially in rural Zimbabwe. EBF is a physiological process which transpires in a specific socio-economic milieu, to that end this paper labours to investigate the socio-economic factors militating against its uptake. Using the mixed methodology the paper reveals that issues such as povertygender inequalities, social and cultural beliefs are critical obstacles against EBF infant feeding practice. It is within the context of these socio-economic barriers this paper argues that social workers have a key role in facilitating EBF. 
INTRODUCTION
The field of health is shifting from a disease model to a health model which acknowledges the influence of social factors in health outcomes (Bandura, 2004) . This makes the profession of social work an indispensable profession in facilitating health promotion because of the inherent appreciation of social issues by the profession (IFSW, 2008) . There is however a general propensity to side-line the profession when it comes to health care provision in Zimbabwe (Kaseke, 1991) . Resultantly, most of the programmes spearheaded by the different players in the health sector tend to flop when it comes to acceptability by the communities within which they are implemented. It is from this understanding that this paper is intended to bring to the fore the role of social workers in the sustainment of health programmes in Zimbabwe utilising the case of Exclusive Breast Feeding (EBF).
The infant mortality rate in Zimbabwe stands at 97 deaths per 1,000; it is an acute problem and a threat to the realisation of the Millennium Development Goals, particularly goal number 4, which aims to reduce child mortality (Ministry of Health and Child Welfare, 2010) . Paradoxically one of the chief interventions recommended in this social catastrophe (Moland, Paoli, Sellen, Esterik, Leshabari & Blystad, 2010 ) is free, accessible, sustainable and not far beyond the reach of many rural women, but is nevertheless being underutilised (Jenkins, Tavengwa, Chasekwa, Chatora, Taruberekera, Mushayi, Madzima & Mbuya, 2011) .
A large body of evidence demonstrates the benefits of EBF as infant feeding practice for child survival, growth and development (Jenkins et al., 2011; Koyanagi, Humphrey & Moulton, 2009; Wieslaw & Frederica, 2011) . This is premised on its high immunological, nutritional and hygienic value as compared to other liquids, solids and bottled infant milk formulas (World Health Organisation, 2003) . Lack of EBF is associated with high incidences of diseases such as diarrhoea, pneumonia, bacterial meningitis, bacteraemia, respiratory tract infection, necrotising entercolitis and malnutrition (World Health Organisation, 2001 ). These ailments are in turn responsible for high morbidity and mortality as well as for poor school performance later, and impaired intellectual and social development (Jenkins et al., 2011; Jones, Steketee, Black, Bhutta, Morris & the Bellagio Child Survival Study Group, 2003; World Health Organisation, 2003) .
EBF is defined by the World Health Organisation as "giving breast milk only to infants from 0-6 months and not feeding any food or liquid, not even water, with the exception of drops or syrups consisting of vitamins, mineral supplements or medicine only as recommended by the health workers" (World Health Organisation, 2001:28) .
The 2003 Lancet series on child survival identified the promotion of EBF infant feeding practice during the first six months of life and continued breastfeeding for up to 12 months as the single most effective preventive public health intervention for reducing mortality among children aged five years and below (Jones et al., 2003) . More recently, the 2008 Lancet series on maternal and child under-nutrition estimated that 1.06 million child deaths (ten percent of all mortality in children aged 5 years) are attributable to non-EBF in the first six months of life (Jenkins et al., 2011) .
The Ministry of Health and Child Care in Zimbabwe recommends and promotes EBF as the most appropriate infant feeding practice for children from 0-6 months of age. Despite efforts by the Ministry to increase EBF uptake, its practice is still very low (Jenkins et al., 2011; Save the children, 2009 ). According to the National Nutrition Survey of 2010 the current national EBF stands at a low rate of five percent (Ministry of Health and Child Welfare, 2010) . The Multiple Indicator Monitoring Survey of 2009 provides a higher national rate of 21%, with a higher proportion of 29% of infants in urban areas being exclusively breastfed compared to 26% in rural areas (UNICEF, 2009) .
Breastfeeding is a complex process governed by psychological and physiological factors, which are in turn conditioned by a wide spectrum of environmental, socioeconomic and cultural circumstances (Jenkins et al., 2011; Save the children, 2009) . It is against this background that this study investigates the socio-economic and attitudinal factors that militate against the uptake of EBF. Further to that the paper provide a niche and impetus for social workers response utilizing their "social expertise". The involvement of social workers in primary health care is justified and mandated by the International Federation of Social Workers (IFSW) statement on health which proposed Primary Health Care as the key social work tool to promote "Population Health" by tackling social determinants of health (IFSW, 2008) .
EBF is an infant's lifesaving interventions that falls into broader maternal child health primary health care interventions. The World Health Organization (1978) defines primary health care as an essential health care based on practical, scientifically sound and socially acceptable methods and technology made universally accessible to individuals and families in the community through their full participation and at a cost that the community and country can afford to maintain at every stage of their development in the spirit of self-reliance and self-determination. It forms an integral part both of the country's health system, of which it is the central function and main focus, and of the overall social and economic development of the community." (World Health Organisation, 1978) .
THEORETICAL FRAMEWORK
The theoretical standpoint presented by Ajzen, which is the theory of planned behaviour, based on the research by Fishbein and Ajzen (1975) , provided the conceptual framework for this study. The theory focuses on understanding people's behaviour and its determinants, including the psychological and socio-economic determinants. The theory of planned behaviour for human action is guided by three factors:
 Behavioural beliefs, which are beliefs about probable outcomes of behaviour and the evaluations of those outcomes;
 Normative beliefs, which are beliefs about the normative expectations of others and motivation to comply with those expectations;
 Control beliefs, which are beliefs about the presence of factors that may aid or hinder performance of behaviour and the perceived power of those factors (Ajzen, 2006) .
Each of these beliefs produces certain attitudes or perceptions. Behavioural beliefs create a particular attitude regarding behaviour, while normative beliefs lead to perceived subjective norms, and control beliefs produce perceived behavioural control. Attitude toward behaviour, perceived subjective norms and perceived behavioural control contribute towards the intention to perform an action (Ajzen, 2006) . If understanding behaviour is the primary objective, then the factors determining the intention to perform that behaviour must be specified (Fishbein & Ajzen, 1975) . For the purpose of this study, it refers to the factors that predict the actions and intention to breastfeed. The theory of planned behaviour explains the relationship between the intention to breastfeed, and the factors that affect a women's decision regarding breastfeeding. Attitudes, surrounding circumstances, subjective norms and perceived behavioural control all influence the intention to perform a certain behaviour, which in turn predicts the likelihood of a particular behaviour taking place.
The theory of planned behaviour not only provided the framework for this study, but it also served as a guide to identify the influence of significant others in determining behavioural change and the adoption of new health behaviours. Jenkins et al. (2011) note that older women and in-laws are perceived by mothers as good advisers, because of their knowledge of existing social norms and in this sense they influence the mother's infant feeding choices. This can be explained by the theory of planned behaviour that attitudes are determined by the society′s perception of the desirability of one's action (Fishbein & Ajzen, 1975) .
Perceived behavioural control refers to one's belief as to the ease and likelihood of success in performing certain behaviours (Ajzen, 2006) . If mothers believe that EBF is difficult, constraining, not very helpful and socially unacceptable, they will typically not choose to breastfeed exclusively. Hindering socio-economic factors may also make the mother reach the conclusion that practising EBF is challenging and she may not start or continue practising it.
Subjective norms are the perceived social pressure to perform or not perform certain behaviours such as breastfeeding (Ajzen, 2006) . Some of this pressure is overt and some is covert. Overt pressure can take many forms such as advice, attitudes, policies, laws and educational material. Covert pressure is very subtle and includes being in an environment where a particular infant feeding practice is dominant. In a Zimbabwean rural setup there are cultural expectations of women which govern their behaviour (Gelfand, 1985) . Breastfeeding is one such behaviour that is influenced by subjective norms. Women who are raised and live in segments of society in which children are not exclusively breastfed are not likely to breastfeed. Gelfand (1985) asserts that, in rural Zimbabwe, the infant feeding practices were largely influenced by the existing social norms which were inculcated mostly by in-laws and grandmothers.
METHODOLOGY
The principal objective of the study was to ascertain the socio-economic and attitudinal barriers to EBF uptake among rural women in Zimbabwe and the major research question was: What are the socio-economic and attitudinal factors that militate against the uptake of EBF in rural Zimbabwe? The concurrent nested model of a mixed research methodology was employed and was identified by its use of one data-collection phase, during which both quantitative and qualitative data were collected simultaneously (Creswell, 2009 ). The study was carried out in Mataga Ward, Mberengwa District Midlands's province in Zimbabwe at Mataga Rural Health Centre.
The primary target group (the respondents) were mothers who had infants from 0-6 months accessing maternal and health services at Mataga Rural Health Centre during the data-collection month. The secondary target group was the Mataga Rural Health Centre health workers (nurses and village health workers), who these served as key informants and are referred to as such throughout this study. Availability sampling method was utilised to select 20 (100%) mothers to take part in the study, while health workers (two nurses and two village health workers) were selected through a purposive sampling technique. Village health workers are community-based volunteers who facilitate community based health practices. Ethical considerations such as voluntary and informed participation, debriefing, and confidentiality and anonymity were observed. The study was given ethical approval by the University of Zimbabwe School of Social Work Ethics Committee.
Data collection and analysis
An interview schedule composed of open-ended and closed questions was used to collect data from mothers, while an interview guide composed of open-ended questions was utilised to collect data from the health workers (nurses and village health workers). Quantitative data were analysed using the Statistical Package for Social Scientists, while qualitative data were analysed through content-coding procedures based on a set of predetermined themes of interest.
RESULTS AND DISCUSSION

Demographic characteristics of respondents
Distribution of mothers/respondents by age Table 1 shows the age distribution of mothers who participated in the study. Out of the 20 (100%) mothers interviewed, nine (45%, the largest proportion of mothers) were from the 20-25 age range; three (15%) respondents were within the 15-19 age range, while age groups 26-30 and 36+ had three respondents each. Two (10%) respondents belonged to the 31-35 age group. The high rate of mothers in the 20-25 age group confirms the findings of the Zimbabwe Demographic Health Survey of 2011, which reported a high fertility rate among women from the age of 20-25 (Zimbabwe National Statistical Agency, 2011) .
LEVEL OF EDUCATION OF THE RESPONDENTS AND EBF PRACTICE
A large proportion of respondents (13, 65%) managed to reach primary level. Seven (35%) mothers managed to reach secondary level. The primary school attendance rate in this study tallies with the findings of the Multiple Indicator Monitoring Survey of 2009, which recorded a 99% primary education net attendance of the girl child in Zimbabwe (Gandure, 2009) . Fourteen respondents only managed to complete the primary level of education. Seven had reached secondary school level. Five of the seven mothers (71%) who had secondary education managed to practise EBF. Eleven (55%) mothers who had no primary education did not exclusively breast feed. Only two (14%) respondents with primary education managed to practise EBF.
The above results show a higher prevalence of EBF among respondents with secondary education (71%) than with primary education (14%). The influence of education on the uptake of EBF was also recognised by all the nurses (key informants), who registered a high prevalence among mothers who have secondary education. Implicit in these results is that educating a girl child is likely to promote and sustain positive health behaviour in traditional communities.
INCOME OF RESPONDENTS (MOTHERS) FIGURE 1 INCOME OF THE MOTHERS
Women in Zimbabwe have limited access to the means of production, hence their income and economic status is low (Gandure, 2009) 
EMPLOYMENT STATUS OF MOTHERS AND THE FATHERS.
This study found that unemployment is rife. Eighteen (90%) mothers and 13 (65%) fathers reported that they are not employed. Two (10%) mothers reported that they were self-employed. This confirms UNICEF (2009) findings of high unemployment rates among rural women in Zimbabwe. On a comparative note related to Figures 2 and 3, the unemployment rate was higher among the mothers than fathers by a margin of 24%. Ascertaining employment status is imperative in analysing the income and wealth quintiles of the family and its implications on EBF uptake.
EXCLUSIVE BREAST FEEDING RATES AMONG THE 20 MOTHERS IN MATAGA WARD
EBF rates in Zimbabwe are low especially in rural areas, as noted by the Multiple Indicator Monitoring Survey of 2009 (UNICEF, 2009). Six (30%) respondents confirmed that they were practising EBF. Fourteen (70%) respondents reported that they were not practicing EBF. This study noted a 30% EBF in Mataga Ward. The Mataga Ward EBF rate confirms national results of 29%, as there is only 1% difference from the Multiple Indicator Monitoring Survey findings (UNICEF, 2009).
KNOWLEDGE AND UNDERSTANDING ABOUT EXCLUSIVE BREAST FEEDING AMONG RESPONDENTS AND IMPLICATIONS FOR UPTAKE
The respondents exhibited extensive knowledge and understanding of the meaning of EBF. Fifteen (70%) mothers provided very satisfactory responses. Five (25%) mothers showed satisfactory knowledge of EBF. The study noted not much significant correlation between this knowledge of the meaning of EBF and actual practice. Out of the 14 (70%) of the mothers who exhibited extensive knowledge of EBF, only five (25%) managed to practise EBF. This state of affairs is a clear pointer to the fact that knowledge of EBF does not translate into its active uptake. These results can elucidated by the theory of planned behaviour that knowledge alone is not sufficient to change behaviour, but that attitudes, subjective norms and perceived behavioural control regarding behaviour all influence the intention to perform certain behaviours (Ajzen, 2006) . Jenkins et al. (2011) note that older women and in-laws are perceived by mothers as good advisers, because of their knowledge of existing social norms and in this sense they influence the mother's infant feeding choices. This can be explained by the theory of planned behaviour that attitudes are determined by the society′s perception of the desirability of one's action (Fishbein & Ajzen, 1975) . This paper contends that although education, knowledge and behavior usually do not always tally, particularly in communities where cultural norms and belief systems tend to override individual choices, the extent to which knowledge modifies behavioral practices tends to be significant. For this reason, health education on exclusive breast feeding tends to be more effective especially to those with some educational background. Health education focuses on building individuals' capacities through educational, motivational, skill-building and consciousness-raising techniques. Healthy public policies provide the environmental supports that will encourage and enhance behaviour change. By influencing both individuals' capacities and providing environmental support, meaningful and sustained behavior change.
Mothers' attitude towards EBF
The mother's attitudes towards EBF were measured through enquiring whether the mothers felt that EBF alone was enough for their babies. Thirteen (65%) respondents pointed out that mother's milk alone was not enough for the baby and there is a need to give supplementary feeding. These 13 (65%) mothers did not practise EBF. Only one respondent, who was not practising EBF, mentioned that EBF was enough, but despite this she was not practicing it herself. Respondent number 5 was asked why she thinks that breastfeeding alone was not enough for the baby; she said in vernacular Shona that "Mwana anenge ane nzara nenyota saka anotoda porridge ne mvu" (the baby would be hungry and thirsty and would need porridge). The argument that the baby would be thirsty cannot be justified, because 88% of breastmilk is water and this is known to the mothers from the nurses (LINKAGES, 2004) .
Traditional practices hindering EBF (nhova treatment)
The effects of tradition on human behavior are of paramount importance when it comes to the introduction of particular health practices as EBF. The power of tradition and of society over and above the individual even receives immense emphasis from architects of sociology such as Emile Durkheim. In his book: "Rules of sociological Method" Durkheim (1982) emphasizes the role of collectivity (social facts) in influencing human behavior. He argues thus: "Every type of social conformity carries with it a whole gamut of individual variations. It is nonetheless true that the sphere of permitted variations is limited. It is non-existent. Or very small as regards religious and moral phenomena, where deviations may easily become crimes" (Durkheim, 1982:47) .
Zimbabwe tradition demands that traditional medicine be administered to babies to try and avert death caused by the condition that culminates in the subsiding of the fontanel in babies, mainly because of severe dehydration (a condition known as nhova in the vernacular). This practice is also common in Kenya, where infants are given various herbs to treat the condition known in Kenya as ndebele (Ministry of Health Kenya, 2009) . Traditionally this condition is attributed to evil spells. Out of the 14 (70%) respondents not practicing EBF, 12 informed the study that they had treated nhova on their babies through administering different foods and medicines such as bark, juices, roots, herbs, cooking oil and wild fruit.
Once more, such traditional practices militate against the core tenets of EBF that prohibit the intake of any solids, let alone medicine unless prescribed by a qualified medical practitioner. To sustain EBF practice, it is necessary to keep in mind these traditional practices and safeguards that have tended to supersede modern medicine as guarantees of survival in resource-poor communities.
Pressure from in-laws
Significant others such as grandmothers, mothers-in-law and husbands influence the infant feeding practices adopted by mothers. Mothers-in-law were identified by respondents as key authority figures on the uptake of EBF. To this effect, 14 (70%) of respondents indicated that mothers-in-law are key decision makers with regard to infant feeding. In an African culture older persons are regarded as fountains of knowledge and younger persons tap knowledge from them. Most of the advice that came from the mothers-in-law discouraged EBF in favour of mixed infant feeding practices. The mother-in-law is usually powerful and influential in major decisions concerning the behaviour and conduct of her daughter-in-law. According to one respondent, the motherin-law gave the infant porridge a day after delivery, arguing that the family tradition requires that the baby be fed on porridge the day she gets home from the hospital by its grandmother. On the same note, four respondents indicated that on leaving their babies with their grandmothers, they were automatically fed on porridge because of cultural norms and traditions.
It is worth noting that such a scenario is in no way peculiar to Zimbabwe, as it corresponds with findings in Malawi that the influence of the mother-in-law and husband was one of the greatest barriers to EBF in Malawi (Kerr, Berti & Chirwa, 2007) .
Be that as it may, this state of affairs has its explanation in the theory of planned behaviour which envisages that people′s behaviour is influenced by normative beliefs, which are beliefs about the normative expectations of others and the motivation to comply with those expectations (Ajzen, 2006) . Implicit in this scenario is that sometimes one's level of education in a rural environment becomes secondary to the expectations and dictates of culture and tradition. In such a situation it becomes important for any health-promotion strategy to be ingrained within the cultural expectations of the particular locality within which it is conducted. The impact of external influences on the mother's ability and resolve to embrace EBF. According to Durkheim, (1982) , "there are ways of acting, thinking and feeling which possess the remarkable property of existing outside the consciousness of the individual. Not only are these types of behaviour and thinking external to the individual, but they are endued with a compelling and coercive power by virtue of which, whether he wishes it or not, they impose themselves upon him. Undoubtedly when I conform to them of my own free will, this coercion is not felt or felt hardly at all, since it is unnecessary. None the less it is intrinsically a characteristic of these facts; the proof of this is that it asserts itself as soon as I try to resist. If I attempt to violate the rules of law they react against me" (Durkheim, 1982:51) .
Gender inequality
Power dynamics within the family were cited as a key factor exerting its influence with regard to the feeding of the babies. In an African rural milieu major decisions are made by the husbands as heads of the family. Eighteen (90%) respondents noted that they had a say on infant feeding. Indications are that 13 (65%) of the 18 fathers were against EBF, as they argued that the child should be given porridge because breast milk was not enough for the baby; that's why the baby was always crying. Another respondent informed the researcher that the husband is the one who bought peanut butter and margarine so that they could prepare porridge for the baby.
One respondent confirms having been confronted with what has tended to become the crucial question each time EBF is discussed in a traditional African setup, namely "Where on earth have you seen a baby surviving on breast milk alone?" Implicit in such a scenario is that gender roles cut across all the facets of life, undermining even those aspects of human existence ordinarily thought to belong to the wife in a matrimonial relationship. This makes it essential for health-promotion practitioners to look at husbands as key stakeholders if such programmes as EBF are ever to be successful.
Limited income
Poverty and unemployment were cited as some of the impediments against EBF by many respondents. Respondents contend that they find it difficult to practise EBF given that inadequate food means low milk production.
This study observed that women in Zimbabwe have limited access to the means of production, hence their income and economic status are low. Among the 20 (100%) respondents interviewed, five (25%) had an income estimate of $5, four (20%) respondents earn an estimate of $20, four (20%) respondents earn an estimate of $50, three (15%) respondents earn $100, while only two (10%) respondents earn more than $200. Many women in rural areas live far below the poverty line (Gandure, 2009) . Low amounts of milk from ill-fed and malnourished mothers have come as an unfortunate deterrent against EBF practice. To this end, the study noted a high prevalence of exclusive breastfeeding among mothers whose incomes are above $100; four (66%) of the six (100%) respondents practising EBF had an income above $100. Two respondents who were practising EBF had an income which is below $100. Fourteen (70%) respondents not practising EBF had incomes below $100. Two nurses and one village health worker informed the study that most mothers are failing to adhere to EBF because they are not producing enough milk generally as a result of hunger and starvation.
The above findings are in line with those from the Zimbabwe Vulnerability Assessment Committee, which found out that 39-45% of the people in Mberengwa were food insecure (Zimbabwe Vulnerability Assessment Committee, 2010) .
The findings therefore draw the attention of all players in the promotion of EBF programmes to take poverty, unemployment and malnutrition seriously as obstacles against the achievement of set objectives. Informed by such a reality on the ground, the success of these programmes rests squarely on the adoption of a holistic approach to programming.
Role of social workers in promoting EBF: A discussion
Social Workers in primary health care utilises a plethora of interventions to meet the needs of their constituency varying from one on one/family casework and group work to community development work, health promotion activities and empowering community participation (IFSW, 2008) . In line with this line of thought social workers have a cardinal role to play in the promotion of EBF. Social workers need to confront the prevailing barriers to EBF. These include low of education, retrogressive traditional practices, societal pressure, scarcity of food, as well as gender inequalities. The role of social workers will undoubtedly increase the uptake of EBF and in the long-term reduce fatalities associated with lack of EBF.
Social workers have a critical role in the implementation of maternal child health and other primary health care initiatives. Although in Zimbabwe social workers in hospital, clinics and private voluntary organisations are being involved in activities such as HIV and AIDs prevention, support for children and adults living with HIV and AIDs, epilepsy support, prevention and response, the field of EBF has always been a closely guarded area for people in the medical field. The area of maternal child health has largely been removed from the domains of social work, yet, the very definition of health is heavily loaded with socio-economic and psychological attributes (Kaseke, 1991) .
Counselling of pregnant mothers, husbands and other family members
Counselling exhibit a special position in addressing barriers to EBF such as societal norms, peer pressure and traditional practices. Social workers are strategically empowered and well positioned to offer counselling to mothers during pregnancy and antenatal care periods when they visit the clinic. This can be through "Individual counselling" which entails one-on-one engagement, education or social support empowering the mother with key EBF messages and addressing challenges faced by the mothers (Shealy, Li, Benton-Davis & Grummer-Strawn, 2005) . The individual counselling session should also seize the opportunity to demystify societal norms, myths and practices that stand in the way of EBF. Most importantly the session should build the esteem and confidence of the mother to practice EBF. Dhandapany, Bethou, Arunagirinathan and Ananthakrishnan (2008) in Pondicherry, India ascertained that most of the mothers who were antenatal counselled on breastfeeding initiated breastfeeding immediately after birth as compared to mothers who did not receive counselling.
Group counselling is another intervention. It engrosses education or support sessions, discussions or classes in groups. Group counselling should target family members including the mother, in-laws, grandmothers and husbands. This forum is important as it reaches out to husbands, mothers in law and grandmothers who often don't get EBF information as they do not attend prenatal and antenatal services at the clinic. The group sessions should take the opportunity to foster positive male involvement not just with regard to EBF but cross cutting child care. Counselling has been found to be an effective intervention to increase the uptake of EBF in Ghana by Aidam, Perez-Escamilla and Lartey (2005) .
Social marketing
Social marketing of EBF has been associated with increased uptake of EBF including in rural areas (Darmstadt, Bhutta, Cousens, Adam, Walker & De Bernis, 2005; Shealy et al., 2005) . Social marketing has the strength that it reaches to diverse population groups and confronts societal barriers to EBF. Social marketing entails strategies such as community based promotions and advertising that support or encourage EBF and strengthen the perception of EBF and mainstream breast feeding as a normal, accepted activity (Andreason, 1995) . Media campaigns are commonly presented to a wide audience and use public channels such as television, radio, printed materials, or outdoor advertising (Darmstadt et al., 2005) .Social marketing campaigns go beyond media campaigns in that they tend to be comprehensive, multifaceted approaches providing targeted, coordinated interventions to a variety of audiences, including consumers, their support systems, health care providers, the community, and the general public (Andreason, 1995; Darmstadt et al, 2005; Khoury, Bryant & Carothers (forthcoming) ; Shealy et al., 2005) . Social marketing utilises conventional principles in commercial marketing foster healthy behaviors or support behavioral change (Andreason, 1995) . It uses many different approaches simultaneously to effect synergistic change, which is particularly appropriate for EBF because of the interplay of many complex issues and barriers involved Khoury et al. (forthcoming) argue that a comprehensive social marketing approach including interventions to upsurge public awareness (through the media and other outlets) amplified rates of initiation and duration while also cultivating perceptions of community support for EBF. Jenkins et al. (2011) in rural Zimbabwe has established that social marketing of EBF through road shows was associated with increased EBF understanding and uptake. The understanding of social determinants of health places social workers at a unique position to champion social marketing that addresses barriers such as culture, social norms, and societal pressure.
Fostering peer support
The purpose of peer support is to encourage mutual and share support to pregnant women and those currently breastfeeding. Perceived social support has also been found to predict success in breastfeeding (Aidam et al., 2005) . It entails social workers mobilising, training and ongoing support of volunteer peer mothers who have gone through the process to reach out to pregnant and breast feeding mothers. Peer support activities includes psychosocial support, encouragement, education about EBF that is what it constitutes and benefits, and help with solving problems (Shealy et al., 2005) . Peer support enables sharing of experiences and how barriers such as the negative influence of the husband and mother in law and cultural practices can be addressed. Women's social networks are highly influential in their decision-making processes, they can be either barriers or points of encouragement for EBF (Shealy et al., 2005) . Although the target audience is usually pregnant or breastfeeding women, it may include fathers and others who support the breastfeeding mother. As pointed out by (Darmstadt et al., 2005) peer support may represent a cost-effective, individually tailored approach and culturally competent way to promote and support breastfeeding for women of varying socioeconomic backgrounds, especially where professional EBF support is not widely available such as in rural areas. In a systematic review to evaluate interventions that promote breastfeeding initiation, Sirkorski, Renfrew, Pindoria & Wade (2003) found peer support programs to be effective in increasing the initiation and duration of breastfeeding.
Home visitations and health education
Home visitation is an important conduit of successful health education. It entails one-toone house visits made by social workers to mothers who are pregnant and those breast feeding and their family members. Cardinal health messages such as the meaning of exclusive breast feeding, its advantages and the protective role of colostrum and prompt initiation of breast feeding after birth explained to the family. The mother and the family members such as the husband, mother in law and grandmothers are informed about disadvantages of prelacteal feeds and hazards of mixed feeding practices and effects of cultural practices such as the nhova (fontanel) treatment. A 2001 Cochrane review searched 20 controlled trials and found professes effective professional support increasing optimal breastfeeding (Sirkorski et al., 2003) .
The cultural identity is a highly relevant factor because ethnicity and tradition that influences health practices. Thus, the social worker must be culturally sensitive and seek out culturally appropriate options encouraging an individual to change their practices with regard to infant feeding (Jenkins et al., 2011) . Indeed, individuals may be unaware of ingredients that adversely affect the infant need information as to how they can adhere to EBF yet respecting important cultural and social traditions.
Advocacy
Social workers need to take a leadership role in promoting breastfeeding and in assisting communities to become EBF friendly and sensitive where breastfeeding mothers feel welcomed and supported.
Social workers need to advocate for the implementation of Baby-Friendly Initiative within hospitals and community health services. Research shows that facilities that implement baby-friendly practices have higher EBF rates (Shealy et al., 2005) . Further to that they need to promote economic developments that will lead to better health practices among the general population including increased uptake of EBF. The paper noted earlier that due to limited income and hunger many mothers were not practicing EBF due to lack of milk. Social workers can help to promote health by advocating for the development of employment opportunities that will improve the socioeconomic status of all segments of society and thus their access to health and preventive services.
It has also been noted that lack of education is associated with low EBF uptake among mothers. It is cardinal that social workers advocates for the education of women this has great value not just to EBF but many health outcomes.
CONCLUSION AND POSSIBLE INTERVENTIONS FOR ENCOURAGING EXCLUSIVE BREAST FEEDING PRACTICES
This study has revealed a number of impediments which often concurrently confront the mothers discouraging them from practicing EBF; these factors include low education levels, gender inequality, influence of mothers-in-law, the husband and other family members, traditional practices, low income and the mother's attitude. It is therefore important that efforts by the Ministry of Health and Child Care to upscale exclusive breastfeeding should be holistic so that they have an impact on all areas that determine the mothers' choice to practise EBF.
A number of recommendations can be made to increase the uptake of EBF in rural areas.
 The above-mentioned Ministry should ensure increased male involvement in health programmes that target families, as it was observed that male influence often presents a barrier to EBF uptake. Hence it is imperative that husbands accompany their wives to clinics, so that they may be educated on the recommended infant feeding practices.
Facilitating male involvement also addresses gender inequalities not just in child care but in many other aspects of life.
 Community awareness on EBF should be scaled up and they should not only target mothers, but should be extended to members of the extended family such as grandmothers and mothers-in-law. This can be done through the utilisation of village meetings, church meetings and other community gatherings. Traditional leaders, church leaders and politicians should be included in the community awareness exercise as they are people of influence and people pay heed to their advice.
 Behaviour change awareness programmes targeting mothers and other community members should be initiated, seeking to change the attitudes of the mothers and community members towards EBF. These programmes should target perceptions such as that mother's milk alone is not enough for the baby. Behaviour change awareness can also address cultural beliefs that discourage exclusive breast feeding.
 The government needs to provide food to members of the community who are Hungary. Any food relief programme will impact positively on EBF practice. The study revealed that many mothers could not practise EBF because they were producing little milk because of a lack of food and starvation.
 It has also been noted that lack of education is associated with low EBF uptake among mothers. It is crucial that social workers advocate for the education of women, this has great value not just for EBF but has many other positive health outcomes.
 Village health workers need to be capacitated and conduct counselling sessions with mothers and family members to address barriers to EBF such as societal norms, peer pressure and traditional practices. This can be done through individual counselling, which entails one-on-one engagement, education or social support empowering the mother with key EBF messages and addressing challenges faced by the mothers .The individual counselling session should also seize the opportunity to demystify societal norms, myths and practices that hinder EBF. Most importantly, the session should build the esteem and confidence of the mothers to practice EBF. Group counselling is another intervention and it encompasses education or support sessions, discussions or classes in groups.
 This study was conducted on a small sample, but it points the way for future studies in this field. There is a need to do more and extensive research on the institutional capacity of the Ministry of Health and Child Welfare, as this study has not dwelt on the current efforts of the Ministry.
